Introduction
The prevalence of hypertension in the general population is ~30%-45% and increases with age. According to the World Health Organization (WHO) data, hypertension is found in 47% of the population in underdeveloped or developing countries and in 49% in developed countries. 1 The number of adults with hypertension is predicted to increase by 60% by the year 2025, to a total of 1.56 billion adults. 1 The population-wide effectiveness of hypertension treatment is still insufficient. The primary factor contributing to an unsatisfactory response to pharmaceutical treatment is poor medication adherence. The management and control of hypertension are possible with a combination of medication and strict lifestyle changes. Published studies indicate that ~60% of patients treated for hypertension discontinue treatment within 6 months. 2 Apart from adverse effects and inadequate blood pressure (BP) control despite treatment, the most common causes of lack of adherence are believed submit your manuscript | www.dovepress.com
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Jankowska-Polańska et al to include a lack of patient involvement in the treatment process or motivation to continue it and a lack of information on the disease and its treatment, especially detailed information on dosage. 3 An important component to control hypertension is knowledge, which is relative to lower rates of ceasing interventions, following the interventions behavior, and better control on disease by patients. As a result, careful evaluation of hypertension has been considered as an inseparable part of general care of the patients.
This results from poor awareness of the consequences of nontreatment, mistrust of the physician, and negating the necessity of treatment when symptoms are not present. 4 Other than deficits in knowledge, factors of significance for adherence are reported to include sociodemographic and clinical (comorbidities, multidrug treatment) characteristics, as well as patients' health-related beliefs. 5, 6 Observations indicate that patients with hypertension are least knowledgeable on normal BP values and on lifestyle changes required during the treatment process. 7 The appropriate lifestyle changes are fundamental for preventing hypertension. Clinical studies prove that appropriate lifestyle modifications can have a hypotensive effect comparable to be seen with single-agent pharmaceutical treatment. 8 Lifestyle changes may be a safe and effective way of preventing or delaying hypertension, avoiding or delaying pharmaceutical treatment in patients with grade 1 hypertension, and reducing BP in patients who are already treated, which allow dosages of hypotensive drugs to be reduced. 9 European Society of Cardiology (ESC) guidelines include salt restriction, moderation of alcohol consumption, high consumption of vegetables and fruits and low-fat diet, weight reduction and maintenance, and regular physical exercise as lifestyle measures that have been shown to be capable of reducing BP.
10
In Poland, hypotensive drug treatment is found to be effective in 28% of male and 29% of female patients. 11 At the same time, as many as 39% of men and 29% of women diagnosed with hypertension do not start their treatment, which indicates poor awareness of long-term complications of hypertension.
11 Epidemiological studies performed in Europe and in the United States demonstrate that a higher effectiveness of hypertension treatment -as high as 63% -is achievable. The European Society of Hypertension (ESH) and the Polish Society of Hypertension consider patient education aimed at enhancing their knowledge and motivation, and covering especially non-pharmaceutical treatment, to be a primary method of managing all patients with hypertension. 12 Such patients should be managed by a therapeutic team. Nursing assistance may prove particularly significant in the process of lifestyle modification, where long-term adherence remains very low. Published studies demonstrate that team-based care is more effective than standard treatment, especially if it involves nurses and/ or pharmacists. 13 The beneficial effect of the involvement of pharmacists and nurses has been obtained when their tasks involved patient education, behavioral and medical counseling, assessment of adherence to treatment, and, for pharmacists, interaction with physicians in the area of guideline-based therapy. [13] [14] [15] The papers on the level of knowledge of Polish patients prove the insufficient knowledge on arterial hypertension (AH) and its complications. 16 The connection between sociodemographic variables and the level of knowledge on hypertension is widely discussed in the literature. 17, 18 However, there are small number of papers focusing on the association between the level of knowledge and the adherence to drug recommendations. Information on relationship between patients' knowledge on hypertension and adherence may be helpful in the prevention of complication, treatment planning, and better patient health control.
The purpose of the study was to investigate the relationship between knowledge on hypertension and on its management, and adherence to pharmaceutical treatment in hypertension.
The investigation included the following questions: 1. What is the knowledge level of Polish patients with hypertension treated with at least one hypotensive drug? 2. How does adherence differ depending on knowledge regarding hypertension? 3. Does a correlation exist between knowledge and adherence, and what other variables affect adherence?
Materials and methods Participants
The study was performed in the Kosmonautów health center in Wroclaw. Data were collected from January 2015 through November 2015. Eligible patients were consecutively selected by the physicians, who informed them of the study objectives and recruited all patients who agreed to participate. All the study participants gave informed consent. The survey included 233 patients (124 females) aged between 32 and 90 years (mean age 63±15 years) diagnosed with hypertension at least 1 year before (which is in line with the ESH guidelines), 10 treated for hypertension with at least one hypotensive agent, and who had been patients of the health center for at least 6 months. The inclusion criteria were as follows: 1) clinically confirmed hypertension diagnosis, 2) the patient's written informed consent, and 3) age $18 years. The exclusion criteria were as follows: 1) moderate to severe dementia (defined as mini-mental score #15), 19 2) lack of consent, and 3) patients with severe concomitant diseases, which could affect adherence to therapeutic guidelines, were excluded from the study due to their complex treatment schemes and the possibility of adverse effects and reactions occurring as a result of the use of multiple medications. Patients were selected by a panel consisting of a physician and a nurse -specialist in the field of cardiac nursing. The sample group was homogeneous and could be subjected to statistical analysis.
Patients were divided into two groups based on their knowledge level. The patients' knowledge was assessed using the Polish version of the Hypertension KnowledgeLevel Scale (HK-LS). According to the asymmetrical answer distribution (Figure 1 ), the group was divided into two subgroups depending on the score: 1. #17 points -low level of knowledge on hypertension (n=147); 2. between 18 and 22 points -high level of knowledge on hypertension (n=86).
ethical consideration
The study was approved by the Bioethics Committee (approval no KB 136/2015); all patients recruited to the study provided their informed and voluntary written consent to participate in the study.
instruments
Two validated instruments were used: the 8-item © Morisky Medication Adherence Scale (MMAS-8) and the HK-LS.
Furthermore, the patients were interviewed and their medical records were analyzed to gather detailed information. The instruments were distributed by a cardiac nurse during patients' follow-up appointments for continuing hypotensive treatment.
Adherence
Self-reported medication adherence was assessed using the MMAS-8, previously translated and validated. Self-reported MMAS-8 is simple to administer and is feasible and economical in clinical practice. The MMSA-8 was designed to facilitate the identification of barriers to and behaviors associated with adherence to chronic medication. 20, 21 The tool has been confirmed as reliable and significantly associated with BP control in individuals with hypertension, as well as with antihypertensive medication pharmacy fill rates. MMAS-8 scores may range from 0 to 8, with scores of ,6, 6-8, and 8 reflecting low, medium, and high adherence, respectively. 22 The questionnaire has very good psychometric properties (Cronbach' s alpha =0.81).
Knowledge
The HK-LS assessed respondents' knowledge in defining hypertension, lifestyle, medical treatment, drug compliance, diet, and complication of hypertension. Each item was a full sentence that was either correct or incorrect. And each item was prepared as part of a standard answer (correct, incorrect, or do not know). To assess the content validity of the scale to identify whether items were or were not representative of the knowledge level of hypertension, the opinions of experts were requested through an assessment form. The expert opinions were Evaluated and in the Polish language version provided all the questions.
The scale included 22 items divided into six subdimensions. The expressions are incorrect in nine items. Each correct answer is worth 1 point. Incorrect statements are encoded inversely to the other items. The maximum score is 22 for the entire scale. The minimum score is zero for the entire scale and for all subdimensions. 23 The questionnaire has adequate psychometric properties (Cronbach's alpha =0.81).
Possible determinants of adherence
Variables that may affect the aspects of adherence studied include ESC hypertension grade, disease duration, type of treatment and of hypotensive drugs administered, presence of comorbidities, self-control and keeping a self-control journal, and sociodemographic factors (age, sex, living situation, and education). The level of knowledge was evaluated by the HK-LS questionnaire. The maximum score was 22 points. The distribution of scores obtained is shown on the histogram in Figure 1 . The distribution is highly asymmetrical, with a left skew, that is, a small proportion of low scorers. Therefore, at a further stage, the following classification criteria were used: #17 points -low level of knowledge on hypertension, points between 18 and 22 -high level of knowledge on hypertension.
For quantitative variables, the normality of empirical distributions was verified using the Shapiro-Wilk test. Subsequently, mean values and standard deviations were calculated, and mean values were compared between the two patient groups in one-way analysis of variance. If the null hypothesis of no differences between groups was rejected, post hoc tests were performed (multiple comparisons: least significant difference).
Qualitative and ordinal variables were grouped in contingency tables, with numbers (n i ) and fractions calculated. The independence of qualitative characteristics was verified using Pearson's chi-squared test. The strength of correlations was determined by calculating Spearman's rank correlation coefficients (ρ) and significance levels (P).
The correlation of the independent variables of adherence was tested in multiple linear regression analysis using the forward stepwise method, after testing the applicability of the least squares method and performing analyses of outliers. For independent variables (knowledge and age), standardized coefficients and regression coefficients b were calculated. The statistical significance of variables in the model was verified using Student's t-test. The quality of the proposed multiple linear regression model was evaluated using standard error of the estimate (SE e ). Calculations were performed using the STATISTICA Version 10 software suite.
Results
Patient characteristics
In the group of 233 patients studied, 63% showed a low level of knowledge on hypertension. In the sociodemographic analysis, the only factor for which differences were found was the patients' living situation. The majority of patients with a low level of knowledge on hypertension were living alone (83.7% vs 15.1%; P=0.045) ( Table 1) .
Analysis of the patients' clinical characteristics showed that the low knowledge level group had a higher rate of ischemic heart disease (31.3% vs 15.1%; P=0.01). A total of 56.5% patients with a low knowledge level and 27.9% patients with high knowledge level group had elevated BP (systolic $140 mmHg and/or diastolic $90 mmHg). Thirty-five percent of patients with a low knowledge level and fifty-eight percent of patients with high knowledge level Table 2 ).
The number (proportion) of correct answers to each HK-LS item are shown in Table 3 . Patients with a low knowledge level answered correctly significantly less frequently than those with a high knowledge level (P,0.01), the only exception being item 6, with a similar proportion of correct answers in the two groups (P.0.05) ( Table 3) .
The analysis of questionnaire answers showed that in the low knowledge level group, the largest proportion of wrong answers was provided for items on non-pharmaceutical hypertension treatment, and the lowest scores were obtained in the "diet" domain (0.49±0.64 vs 1.33±0.73; P,0.001), then in the "definition" (1.70±0.65 vs 1.92±0.28; P=0.012) and "drug adherence" (2.19±1.14 vs 3.40±0.69; P,0.001) domains. The highest scores were obtained in the "complications" Figure 2 ). In the group of 233 patients, 71.5% of answers were correct, whereas in the subgroups the percentages were 62.6 (low knowledge level) and 86.5 (high knowledge level). In the low knowledge level group, the lowest proportion of correct answers was given in the "diet" (24.5% vs 66.3% in the high knowledge level group) and "drug adherence" (54.8% vs 84.9%) domains. In the low knowledge level group, the highest proportion of correct answers was given in the "definition" domain (85%), whereas in the high knowledge level group, the highest proportion of items answered correctly belonged to the "complications" domain (98.6%). The significance of differences was P,0.001 (Table 4 ) (Figure 3 ).
single-factor analysis -correlation on adherence of the characteristics studied (MMAs-8 score)
Subsequently, Spearman's rank analysis was performed to evaluate the correlation of selected variables on adherence (MMAS-8 score). Table 5 shows correlation coefficients from the analysis. Correlation analysis showed that variables having a significant positive effect on adherence included regular BP measurement (ρ=0.171, P=0.009); keeping a self-control diary (ρ=0.017, P=0.007); adherence with nonpharmaceutical hypertension treatment (ρ=0.182; P=0.006); and a high level of knowledge on hypertension (HK-LS) (ρ=0.173; P=0.008) ( Table 5) .
Statistically significant independent determinants of good adherence include a high level of knowledge on hypertension Spearman's rank analysis of the correlation of knowledge on specific HK-LS domains on medication adherence showed a statistically significant correlation between knowledge in the "drug adherence" domain and adherence measured by the MMAS questionnaire, especially in the low knowledge level group (ρ=0.303; P,0.001). In the entire study group, a significant correlation between knowledge and adherence was observed. Higher knowledge levels were correlated with better adherence, that is, higher MMAS-8 scores (ρ=0.179; P=0.007) ( Table 6 ).
Discussion
Poorly controlled or untreated hypertension causes gradual irreversible organ damage, leading to life-threatening complications or even death. Hypertension treatment involves continued drug administration, as well as lifestyle modifications and adherence with a complex set of therapeutic recommendations: reduced salt and animal fat intake, weight reduction, and regular exercise. Poor knowledge on adherence to the treatment plan negatively affects patient awareness and behaviors and poses a significant problem in hypertension control. Knowledge and education are considered crucial for proper hypertension control. 24 In the present study, as many as 63% of patients showed a low level of knowledge on the definition, treatment, and complications of hypertension. Other published studies confirm the poor knowledge on hypertension among patients 25 and a lack of appropriate education promoting the understanding of hypertension. 26, 27 In the patients with hypertension group of the study, knowledge was poorest with regard to diet and adherence and best with regard to complications. In a study by Eshah and Al-Daken, 28 the lowest knowledge levels were found in the "diet" domain, as in the present study, and in the "definition" domain, in contrast to this study. Furthermore, contrary to this study, other authors reported highest knowledge levels in the "lifestyle" and "drug adherence" domains. 29 According to other authors, being hypertensive increases the patient's level of knowledge regarding the illness 30, 31 and motivation to learn 2445 relationship between patients' knowledge and medication adherence more. In the present study, all patients had been diagnosed with hypertension at least 1 year before, and more than half of them still showed an unsatisfactory level of knowledge on the definition, treatment, and complications of hypertension. In the low knowledge level group, only 62% of questionnaire items were answered correctly, with the lowest correct answer percentage in the "diet" domain -24.5. Nearly 20% of patients with a low knowledge level and 8% of patients with a high knowledge level had low adherence scores. The present findings corroborate those by other authors, reporting lack of adherence among patients with hypertension at 25% 31 and 28%, 5 with better results among patients who were more knowledgeable on the disease. 31 In the study by Karaeren et al, 31 knowledge on the causes of hypertension and reasons for hypotensive treatment was positively correlated with medication adherence. In the present study, the overall knowledge score and the "drug adherence" domain score were positively correlated with medication adherence. In other studies, knowledge on hypertension complications was not found to be correlated with adherence, which is surprising, as it could be assumed to be the primary motivation for changes in behavior. 31 In the present study, knowledge was the highest in the "complications" domain in both groups, and the score in this domain was a predictor of good adherence. In this aspect, the present findings differ from other published reports, where patients were interested in short-term problems related to hypertension (symptoms and adverse effects of treatment) rather than long-term complications. [31] [32] [33] In the current study, single-and multiple-factor analyses showed significant correlation of knowledge in the "drug adherence" domain on actual medication adherence. The authors state that many patients with hypertension do not understand that hypotensive medication should be taken throughout their life, as opposed to medication during symptom exacerbations 31, 34 and discontinuation when BP values are normal. In a study by Kjellgren et al 35 treatment side effects and disease symptoms were correlated with lack of adherence to treatment. In this study, the impact of adverse effects of treatment was not assessed; however, the "drug adherence" domain was a determinant of high adherence. Items comprised in the "drug adherence" domain are consistent with the correlation between non-pharmaceutical treatment for hypertension (salt restriction and exercise) and self-reported medication adherence, found in this study. Patients complying with non-pharmaceutical treatment recommendations were found to have better adherence to pharmaceutical treatment.
Blood pressure control involves such aspects as regular medication-taking, BP measurements, and keeping a diary of self-control. 33 In the present study, regular BP measurements and diary of self-control keeping were confirmed to be predictors of high medication adherence.
Medication adherence is crucial to hypertension control and cardiovascular complication prevention. Concurrent ischemic heart disease is a significant independent negative determinant of medication adherence. In a study by Zhao et al, 37 38.4% of patients with ischemic heart disease failed to comply with treatment, and poor knowledge on treatment and complications was correlated with poor medication adherence. The negative correlation between ischemic heart disease and patients with hypertension knowledge could, or should, be explained by the frequent occurrence of ischemic heart disease as a complication of untreated hypertension. 36 It should be emphasized that no association between sociodemographic variables and the level of adherence to drug recommendations was discovered in our study. Only regular BP measurement and the concurrent non-pharmaceutical treatment as well as the high level of knowledge were statistically significant factors influencing the level of adherence to recommendations. Both in our study and in the literature the association between the lower level of BP control (or total lack of BP control) with lower level of adherence to recommendations was confirmed. 38, 39 During hypotensive therapy, the detection of nonadherence in patients with noncontrolled AH is very important before increasing the dosage of the drugs. In such a situation, increasing the dosage of the drugs might intensify the side effects of the medication and increase the level of non-adherence to recommendation. Only effective communication and education can influence the regular BP control and the adherence to therapeutic recommendations.
Conclusion
1. Patients with hypertension knowledge on their illness are insufficient, with the lowest levels of knowledge on diet and drug adherence. 2. Patients with a high level of knowledge also show better medication adherence. 3. Knowledge on hypertension is a significant independent determinant of good adherence. Other independent determinants include salt restriction and regular BP measurements. 4. Concurrent ischemic heart disease is a significant negative determinant.
implication for practice
The identification of knowledge deficits as a factor contributing to lack of adherence and poor hypertension control remains a key challenge for clinicians caring for patients with hypertension. A multidisciplinary approach and the development of intervention programs focused on promoting patient knowledge and healthy behaviors are significant components of care, contributing to better adherence and control.
study limitations
The most important limitation is the fact that this study sample was recruited from a single center. Then, the method used for assessing adherence was a self-assessment questionnaire; however, the MMAS had been used in multiple studies on medication adherence in hypertension, showing good psychometric properties. Finally, no information on patients' sources of knowledge was gathered.
